An anthropological view of culture and somatic experience is presented through elaboration of the notion that illness has a social course. Contemporary anthropology locates culture in local worlds of interpersonal experience. The flow of events and processes in these local worlds influences the waxing and waning of symptoms in a dialetic involving body and society over time. Conversely, symptoms serve as a medium for the negotiation of interpersonal experience, forming a series of illness-related changes in sufferers' local worlds. Thus, somatic experience is both created by and creates culture throughout the social course of illness.
ical and epidemiological investigations, where it is typically correlated with disease processes or risk factors. This is still a potentially valuable approach for this type of research.
More recently, health services researchers have made efforts to identify and account for differing patterns of service utilization. This has led to studies of illness beliefs in minority ethnic and other cultural groups as predictors of help seeking behavior. 1 The operationalization of culture as illness beliefs fit well with anthropological theorizing about culture in the 1950s, 1960s, and early 1970s,
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which emphasized shared meanings as distinguishing features of cultural groups (2, 3) .
Thus, culturally specific interpretations of the meaning of self, body, and health, as well as particular illnesses and therapies have been described for Hispanic, African-American, and Asian populations to demonstrate that alternative belief systems construct causality, pathophysiology, nosology, and healing as distinctively as they organize religion, kinship, and other cultural categories (4) (5) (6) . Help-seeking and other behaviors associated with changing bodily states are also shaped by culturally distinctive illness beliefs.
Over the past fifteen years, however, conceptions of culture have changed substantially in anthropology and other social science domains. Briefly summarized, the newer approaches emphasize that cultural orientations, even core "beliefs," are contested across class, caste, gender, and political divisions in the same society (7) (8) (9) (10) . Anthropologists have also come to better understand that central value commitments resemble faith more than convention, i.e., they are not only cognitive structures, but also affective, aesthetic, and moral schemas (11) .
Perhaps most significantly, the attention of anthropologists is focusing on the lived experience of these schemas through the patterning of sensibility, bodily habitus, and the everyday embodied activities of daily living (12) (13) (14) (15) (16) (17) . Yet, the object of analysis in anthropological enquiry is not the isolated experience of the individual, but rather those shared JocaJ worlds of interpersonal experienceneighborhoods, villages, social networks-where culture is enacted through processes of social interaction that organize perception, emotion, and coping responses around negotiations of what is most at stake for those involved.
The argument advanced here is that health and suffering, like other existential states, are patterned by culture realized as local worlds of experience. The process is one in which events in the local world-moral, political, economic-mediate the effects of large-scale social forces in ways that are reflected in cognitive, affective, and physiological changes. The result is the manifestation, exacerbation, and/or alleviation of symptoms. The experience of illness in turn structures and shapes the local world by serving as a vehicle for change in the character of social life for both the sufferer and others with whom he or she regularly interacts. Thus, adequate understanding of the mind-body processes producing psychological and physical distress requires acknowledgment and investigation of the effects of social context.
Illness is not simply the "natural" unfolding of an exclusively biological process; its course is also social. The social course of illness is a concept with at least two meanings. One is the notion that the severity of symptomatology is influenced by aspects of the social environment (1, 18) . Subjectively experienced distress may be dampened or intensified, and functioning correspondingly improved or further impaired, by the nature and number of major events and difficulties in the life world of the individual (19) , changes in the emotional climate of that world (20, 21) , or the manner in which the ill person chooses to engage with social life (22) . In this "sociosomatic" formulation, social course refers to the dialetic relationship, over time, between body and society in illness.
Here we seek to expand upon and refine this formulation by representing not only the impact of events in the local world upon somatic distress, but also the capacity of suffering to structure and shape, even to transform, social experience. By its very presence, illness initiates a sequence of changes in the sufferer's environment, and his or her place in it, which originate in the experience of impairment. In some of these changes-job loss, stigmatization, abandonment by family and friends-the sick person figures as victim and passive recipient, powerless to repel or control unwanted experiences inflicted by others. But in others of these changes the sufferer assumes a more active stance, and the fact of disability becomes a medium for negotiating transformations in life context. Over time, these passively received and actively negotiated changes become interspersed to form a chain of illness-related interpersonal events and processes that is also an integral part of illness's "social course." Thus, our anthropological conceptualization of the social course of illness encompasses two meanings. One is that events and processes in the social world influence symptoms (a "sociosomatic" approach). The other is that symptoms themselves shape and structure the social world. In what follows we set out to elaborate and corroborate this conceptualization with findings from empirical, crosscultural research on neurasthenia and chronic fatigue syndrome.
NEURASTHENIA AND CHRONIC FATIGUE SYNDROME
In the late 19th century, the American neurologist George Beard (23) (24) (25) proposed the concept "neurasthenia" as a diagnostic label under which a host of somatic and psychological complaints might be brought together. Profound physical and mental (e.g., concentration difficulties, memory loss) exhaustion were the hallmarks of neurasthenia, whose symptoms also included diffuse aches and pains, gastrointestinal problems, sleep disturbance, and various signs suggesting dysfunction of the autonomic nervous system. Beard insisted that neurasthenia was a physical, not a mental illness. It is this insistence on a medical definition which accounts at least in part for neurasthenia's extraordinarily popularity as a diagnostic label in the early years of this century (26, 27) .
From its origins in the U.S., neurasthenia quickly spread to Europe and East Asia, where it was indigenized into local thinking and practice. Four distinct types of neurasthenia were at one time distinguished in Japanese medical nosology, though the diagnosis is rarely made today. Similarly, there was a rise, then a decline, in the use of the diagnosis by westerntrained physicians in Taiwan; the concept remains popular, however, among practitioners of Chinese medicine and the general public.
In China, neurasthenia had become so prevalent by the 1950s that its eradication was identified as one of three principal objectives in the government's first Five Year Plan in Mental Health. Re-evaluation and reformulation of diagnostic criteria for the disorder by Chinese psychiatrists in the 1980s led to a narrowing of the clinical definition, but also to renewed
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confidence in the existence of neurasthenia as a distinct and identifiable clinical entity (28) . 2 While it is classified as a psychological disorder by health professionals, and appears in the current diagnostic handbook of Chinese psychiatry (29) , in popular conceptions neurasthenia is considered to be a medical, rather than a mental, illness, following Beard's example.
The illness currently best known in the U.S. as chronic fatigue syndrome came to the attention of the medical community and the general public in the mid-1980s. The clinical profile of CFS is strikingly similar to that of neurasthenia, a fact which has inspired some observers to argue that CFS is "neurasthenia revived" (27, (30) (31) (32) . Like neurasthenia, CFS centers on the experience of overwhelming fatigue, accompanied by a diffuse array of somatic, psychological, and seemingly neurological symptoms. Despite the efforts of medical researchers, CFS has yet to be reliably linked to any underlying organic or physiological pathology.
CFS sufferers choose various descriptors to convey the subjective experience of fatigue. Some compare it with being "drugged," others to feeling "old," while still others, adopting a hydraulic metaphor, refer to feeling "drained," as if someone had "pulled the plug" on their energy. All agree, however, on the disabling nature of the exhaustion, which not only prevents them from functioning at a normal level, but transforms the simplest of daily activities into difficult and even overwhelming tasks. One person said:
It's like feeling like you're 80 years old. It's like waking up in the morning and feeling tired and getting up and coming out as far as the living room and winding up in a chair. And I sit in the chair and stare. And then I think, "Oh, I should make something to eat." But this may not happen. Some days I make it into the bathroom, or go into the bathroom and walk from the bathroom and get back in bed. There'll be other days when I get up in the morning, make myself breakfast, and maybe even go so far as to get myself dressed, because there's something maybe that I have to do or somewhere I have to go. I do it. But halfway through the day I'm really tired. And I'll come home and then I'm confronted with, "Well, I can lie down or I can think about having dinner." And depending on how tired I am, one of those two things will take place.
DESCRIPTON OF RESEARCH
In 1980 the second author and his collaborator, Joan Kleinman, initiated a program of research on neurasthenia at Hunan Medical University, Changsha, People's Republic of China. Clinical evaluation measures and open-ended interviews were used to examine the relation of neurasthenia to DSM-III diagnostic categories and to obtain patients' narrative accounts of their illness experience. Psychiatric assessments were carried out using a modified version of the Schedule for Affective Disorders and Schizophrenia (SADS, Third Edition, Part 1). Subjects' explanatory models (ideas about the cause, likely course, best treatment and anticipated consequences) of their illness and their descriptions of its impact upon their lives were elicited through the Illness Narrative Interview, a semi-structured interview schedule developed through research in medical anthropology. One hundred patients with a diagnosis of neurasthenia were interviewed on their first visit to a psychiatric outpatient clinic in 1980; a subsample (N = 21) was followed up in 1983. A number of less formal data collection activities have followed since that time (1, 16, 18, (33) (34) (35) .
The sexes are approximately equally represented in the 1980 study sample, with 52 men and 48 women participating. Subjects ranged in age from less than 15 to more than 60 years; 50%, however, were between the ages of 26 and 45. Four general categories account for most of the occupations in the group: workers (42%), farmers (22%), cadres (17%), and students (11%). Individuals suffering from major medical illness or organic mental disorder were excluded from the study. Twothirds (67%) of the follow-up sample were female; most were middle-aged workers or teachers (18).
In 1988, the present authors undertook a collaborative study of chronic fatigue syndrome. Fifty CFS patients were interviewed using an approach that closely resembled that of Kleinman and Kleinman's earlier work. A standardized instrument for generating DSM-III psychiatric diagnoses (the Diagnostic Interview Schedule, Version III-A) was combined with illness narrative interviewing to generate data on symptomatology, life history, and subjects' own accounts of their experience with CFS.
Existing evidence suggesting that most CFS sufferers are female (36) is corroborated in this study sample, where 80% of the subjects were women. The age range in the group was 23 to 66 years; the mean age was 39. Of the 43 interviewees who had participated in the labor force, approximately half (56%) were involved in trades, clerical work, or direct service delivery, the remainder in professional or managerial activity. 3 The discussion that follows is based on the illness narratives recounted by neurasthenia and CFS sufferers.
SOCIAL COURSE OF ILLNESS IN NEURASTHENIA AND CFS

Local Worlds of Experience
The political and social upheaval that was the Cultural Revolution in China had scarred the lives of nearly all the neuras- 3 The study sample was selected from among the approximately 300 patients being followed by Anthony Komaroff, M.D., of Brigham and Women's Hospital. Boston. All had been experiencing a debilitating fatigue that significantly interfered with their work or home activities. Approximately 80% of the patients meet the U.S. Centers for Disease Control (37), the British (38) or the Australian (39) operational case definition of chronic fatigue syndrome. The sample is similar in age, sex, and educational background to the larger group of 300. but tended to have fewer objective abnormalities on laboratory tests.
The authors gratefully acknowledge the contribution of Dr. Komaroff to what has become an ongoing collaborative research effort.
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thenic patients in the Kleinman and Kleinman studies. These were people who had seen their hopes for education and career destroyed in the chaos; their homes, jobs, and social position lost. Families were torn apart as various of their members were "sent down" to rural areas, while repeated acts of violence brutalized individual psyches. The events of 1966 to 1976 shattered personal and interpersonal worlds.
Those caught up in the turmoil of the 1960s and 1970s were living with its legacy in the 1980s. Parents mourned children, and children parents, who had died or whose whereabouts had remained unknown for much of a decade. Urban professionals who had been forced to move to the countryside remained angry and resentful at their situation, longing for return to city life. Young adults whose youth had been dedicated to political activity searched for ways to recoup lost years of education. And former elites with class backgrounds which had made them targets of political criticism continued to hope for rehabilitation.
CFS sufferers in the U.S., in contrast, were leading lives of intense activity and involvement before their illness began. Believing in the value of hard work, those who were employed devoted 60, 70, or even 80 hours a week to their jobs. Employment was combined with major responsibilities in other domains, such as child-rearing, graduate study, and/or attending to the needs of an aging or ill parent. A desire for accomplishment and success, underwritten by exacting standards for personal performance, impelled these individuals always to try harder, go further, in an attempt to meet the expectations they had set for themselves at work, at home, and at school. The result was an overextended, overcommitted lifestyle that left them feeling breathless-fragmented by competing demands, straining toward achievement and "perfection," constantly pressed for time.
The impression of activity and involvement that emerges from the narratives of CFS patients is corroborated by the language they chose to depict themselves at this time in their lives. Idioms such as "hyper," "superwoman" (or "man," or "mom"), "workaholic," "Type A," and "driven" peppered respondents' descriptions of their personalities prior to their illness. "Always on the go," "in perpetual motion," and "always pushing myself" are other expressions that appeared regularly as they talked.
Also evident in sufferers' accounts of their lives before CFS is an inclination toward self-effacement-a tendency to place the interests of others ahead of their own concerns. Interviewees spoke of "taking care of other people," of "helping other people out," of "trying to make other people happy" to the point of neglecting, perhaps harming, themselves. They referred to having great difficulty "disappointing people" by "saying no," and finding they were consistently overloaded with obligations as a result. Unable to resist the responsibilities that feeling "needed" entailed, they reported "giving too much" to families, employers, and friends, then "having too little" left over for themselves.
Finally, the life histories recounted by study participants contain evidence of considerable distress, as indicated in Table 1 . Negative life events in the form of serious injury, divorce, job loss, and/or death of a family member or close friend were reported prior to CFS onset by a large proportion of the sample. Chronic difficulties such as serious illness in the immediate family, a troubled or failing marriage, and/or persistent problems at work were also described by many. Approximately half of the subjects represented their childhoods in terms that suggested the presence of significant depression or anxiety, alcohol or other drug abuse, and/or physical violence in parents or other close family members. Physical, sexual, or verbal abuse; low self-esteem; and chronic tension or fighting in the family were other recurring childhood themes. Briefly sketched, these are the local worlds of experience depicted by sufferers of neurasthenia in China and CFS in the U.S. In one we see the aftermath of turmoil and terror; the pressures and conflicting demands today's Americans, and particularly American women, confront on a day-to-day basis are reflected in the other. Alienation and disaffection saturate the narratives of neurasthenics; CFS patients, in contrast, are fundamentally engaged with their worlds. The Chinese are recounting the delegitimation of a national vision, the hope of political liberalization and improved life chances through Communism. What the Americans are relating is, however, a process through which normative cultural values are being reinforced through overinvestment in the way of life they prescribe.
Body and Society in Neurasthenia and CFS The relation of local social worlds, and the larger forces (e.g., values, ideologies, aspects of political economy) which animate them, to bodily symptoms is revealed in a number of ways in the narrative accounts.
Consider first the ways in which study subjects explained the cause of their condition. Chinese neurasthenics tended to ascribe their present state to the effects of the Cultural Revolution: either they had been victimized by acts of terror and oppression, or their initial exhilaration and devotion to revolutionary ideals had led to disillusionment, as involvement in the movement developed into pain and suffering for themselves and their families.
Somewhat similarly, a large proportion of CFS sufferers attributed their illness partially or wholly to "stress." Stress was cited as either a contributing factor or the single probable cause of CFS by almost half of the interviewees, who used the term to refer to worry, the feeling of having too much to do, experiences of loss, feeling alone, and incurring the displeasure of others. Most often, stress was invoked as the instigating factor in a chain reaction leading to hypothesized immune dysfunction and subsequent viral infection-a kind of "biopsychosocial" etiological model. Of those study subjects who did not use the word "stress" in discussing the causes of their illness, several made reference to psychosocial factors such as
overwork, a traumatic event, depression, or anxiety. A quarter attributed their condition simply to "a virus." (See Table 2} Both groups, then, tended to trace the origins of their complaints to events in their interpersonal worlds.
Second, core symptoms of illness serve as embodied metaphors for social experience in both neurasthenia and CFS.
Three symptom complexes were particularly salient for neurasthenic patients: exhaustion and/or weakness, pain, and dizziness. Their narratives moved from descriptions of somatic distress to recollections of painful past events in ways that extended the experience of illness from corporeal to social space and pointed to the symbolic nature of bodily complaints (35) .
Exhaustion and weakness triggered memories .of the dizzying political changes that had ripped Chinese society apart and left individuals feeling powerless to control, the flow of events or to protect themselves and their families. This cluster of complaints also connotes the central cultural metaphor: qi. Qi is the vital energy that when diminished leaves the sufferer and his or her social relations depleted, without personal or public power. The events of the Cultural Revolution are also seen as depriving the social fabric as a whole of qi. 4 Through this master metaphor, then, a somatic symptom projects meaning from the body to the person, the family, and on to society itself.
The complaint of pain-headaches, backaches, etc.,-referred both to pain in the body and painful social relations in families and oppressive work units. The suffering of stigma, as workers, cadres, and intellectuals were declared to be class traitors and enemies of the state, also became absorbed into the experience of bodily pain.
Dizziness occupies a special place in the Chinese cultural tradition. Inasmuch as traditional Chinese medical theory, and the popular cultural knowledge based on it, is organized around the idea of attaining a harmonious balance between the macrocosmic environment and the microcosm of the body, a complaint of imbalance becomes a fundamental expression of malaise, a metaphor ready-made to express general dis-order and dis-ease. Over the long course of chronic neurasthenia, tales of dizziness came to symbolize alienation from the body, from the local social context, and ultimately from the political process as well. 4 Notably, qi gong therapy aimed at revitalizing devitalized networks (social and neurological) has flourished in the post-Mao period. 5 Dizziness is a much more salient and prevalent complaint among Chinese neurasthenics than among Beard's patients or other neurasthenia sufferers in America. This is an example of cultural patterning of symptoms.
To begin to understand the cultural symbolism of fatigue in CFS, we may look to alterations in the meaning of "success" that have taken place in this country over the past 2 decades. Since women appear to be disproportionately affected by this illness, we begin with a brief consideration of the changing definition of the "successful" female life.
"Liberated" by feminism to enter previously all-male occupations, women in the 1970s found themselves exhorted to "have it all" by combining a demanding career with a rich and fulfuilling family life. This meant juggling a number of incompatible identities. At work, a woman was the efficient, accomplished professional; at home, the patient, nurturing parent; and in intimate relationships, the sensual, feminine beauty required for the nourishment of romance. In the hey-day of the women's movement, to be successful was to be "superwoman."
For the "yuppies" of the 1980s, success took on a rather different meaning. As members of the baby-boom generation, they were forced by virtue of sheer numbers to work harder, and do better, than previous generations to land jobs in a competitive labor market. Once employed, they had to advance quickly to keep pace with spiraling inflation. Employers capitalized on the economics and demographics of the time by creating a climate in which long hours, multiple responsibilities, and fast-paced productivity were the norm. "Do it all, and do it now," became the watchword of the corporate and professional worlds. Commercialized images made this lifestyle a cynosure of the 1980s.
These changes in the definition of success gave rise to the development and legitimation of ways of living characterized by long work days, competing demands, and a frantic pace. They are the cultural underpinnings of the exhausting lifestyles described by sufferers of CFS. In this sense the fatigue these individuals experience is emblematic of their social experience, a metaphor for the overcommitted life.
Thus, we see the local worlds articulated by neurasthenic and CFS patients reflected in the attribution of illness to events in those worlds, in the collective emplotment of stories of sickness through master metaphors of social life, and in the symbolic relation of core symptoms to the quality of social experience. The fact that, in the case of neurasthenia, alleviation of bodily suffering was associated with positive changes (where these occurred) in social situations over time also points to the significance of local context. Those patients who reported at follow-up that their condition had improved were also those who had retired, changed jobs, been reunited with family, or resolved some other problem which initially had been identified as a source of considerable distress (35). 6 It is these kinds of observations that lead us to interpret the lived experience of bodily symptoms as an indirect language to communicate individual and collective distress. 7 Pain and suffering in society are manifested as pain and suffering in the body. Somatic symptoms express,
in ways such as those outlined above, the consequences of affliction in local worlds of interpersonal experience.
From this brief illustration of sociosomatic relations in sickness, we turn to a consideration of illness as a catalyst for change in social life.
SICKNESS AND SOCIAL CHANGE: THE NEGOTIATION OF EXPERIENCE IN LOCAL WORLDS
For many CFS sufferers, the experience of illness resulted in a gradual dismantling of established ways of living. Prevented by the disabling nature of their fatigue from keeping up their former pace, people quit or greatly reduced the number of hours devoted to their jobs, withdrew from social and family obligations, and let go of aspirations to high levels of achievement. These are individuals for whom being sick meant having time to stop and think-often for the first time in yearsand they made deliberate use of it as an opportunity to take stock and re-evaluate longstanding practices and priorities. The result was a decision to re-organize their lives in ways that would allow them to place their own personal well-being, comfort, and happiness at the center of concern.
This decision played itself out in a number of ways. Ambitious professionals orchestrated moves to less demanding, more congenial, jobs, or planned to remain indefinitely outside of the labor force. Leisure and rest were introduced into days filled with constant activity. The sense of obligation to "do for others" gave way to a determination to attend to one's own needs. The abandonment of expectations of success produced feelings of contentment and relief. This transformation in lifestyle was part of the experience of CFS for almost half of study subjects. Those who underwent this change depict the illness as an opportunity to take charge-to slow down a breakneck pace, transform overcommitment into manageable levels of activity, reject externally imposed standards of performance, and finally, focus on themselves. For this reason, they declared the experience, though painful and debilitating, ultimately positive. In rendering familiar routines impractical if not impossible, CFS authorized the assertion of control over their lives.
Of those who did not experience a positive transformation in lifestyle as part of CFS, many spoke of the losses they felt they had incurred as a result of their illness. These people objected in angry tones to having been "robbed" or "cheated" of their lives and their identities; they spoke of ruined careers, abandoned hopes, new selves they neither recognized nor wished to accept. "It's like walking around dead," one woman complained, "that's the overall picture. This is not living. I'm wasting my time, wasting my life." References to limitations, i.e., to having been forced to "slow down" or "cut down on activities," because of CFS predominated for a smaller group (See Table  3 ). Struggle against the illness, increased sense of vulnerability, increased compassion for others suffering from chronic illness.
Psychosomatic Medicine 54:546-560 (1992)
Neurasthenia also served to bring about major changes in the lives of Chinese patients. As a result of their illness, Chinese neurasthenics succeeded in winning time away from work and community responsibilities, justifying withdrawal from stressful situations, and manipulating difficult relationships with spouses, children, parents, or work-unit leaders. Some sufferers were able to avoid highly distressing events, such as being "sent down" to the countryside, on the basis of their symptoms (18).
In contrast to the lifestyle transformation of CFS, however, these seemingly advantageous changes proved ultimately unavailing in most cases. Small personal gains could not ramify into greater control in the context of the moral delegitimation of Communism, when the ideals of early leaders were being swallowed up in the Cultural Revolution and the very structure of social efficacy was disassembling itself. Somatic amplification may have authorized changes in work or marital relationship, but at the cost of careers of disability with high economic and psychosocial burdens. Nor did the collective expression of distress, albeit indirect, lead to solidarity or remoralization; rather, alienating pains seemed to deepen alienation.
Symptoms offer a means of critiquing social and political relations for those who feel powerless to mount challenges in more straightforward ways. Thus, episodes in which Malay working women are "seized by spirits" on the shop floors of factories signify acts of protest against the advent of capitalism (40) . The ritual healing of affliction in indigenous South African religious revivalism is aimed at restructuring colonial relations as well as alleviating physical distress (41) . And in the zar cult of North Africa, women speak their anger at abusive family relations through the voices of "possessing" gods (42) .
The pain, dizziness, and exhaustion of neurasthenia, and perhaps also the fatigue of CFS, lend themselves to similar interpretations. For Chinese patients, the development of symptoms took place in an era of severe political repression, before open denunciation of the Cultural Revolution and its instigators had been authorized by the central government. The language of bodily complaint and its metaphoric meanings, therefore, made available an avenue for expressing otherwise unsanctioned criticisms in coded form. CFS sufferers, of course, do not live in conditions of severe and overt political oppression. Their distress may, however, signal discontent with an ethos in which core cultural values-hard work, success-have become inflated, unfulfilling, and ultimately destructive of personal well-being.
As idioms of dissent, symptoms form part of a "hidden transcript," a covert, unofficial discourse that takes place out of sight of the wielders of power (9) . The hidden transcript comments on, and often challenges or contradicts, publicly agreed-upon versions of relations between dominant powers and their subordinates. Suffering, as hidden transcript, becomes a way of addressing the desire for change in social life.
Thus, through the examples of CFS and neurasthenia, we begin to see how illness can serve to negotiate experience in local worlds. As a result of their conditionthe "time to think" it brought them as well as the physical limits it imposedmany CFS sufferers were able to identify and effect positive transformations in the ways they lived their lives. For them, the authorization of sickness mediated life THE SOCIAL COURSE OF ILLNESS changes in the direction of greater personal efficacy, transforming their local worlds. Sickness also led to life changes for neurasthenic patients; in this case, however, the changes were less rewarding and led to disaffection, demoralization, and greater powerlessness. The limitation of symptoms as symbolic resistance to oppression is also illustrated through these two examples. Clearly neurasthenia has had no political effect in China; similarly CFS, for all its publicity, has not altered commercial images or the political economy that animates them.
SUMMARY AND CONCLUSION
Our aim here has been to present a conceptualization of the social course of illness grounded in contemporary anthropological definitions of culture and elaborated through the results of cross-cultural studies of disorders of fatigue. To locate culture in shared local worlds of interpersonal experience is to lay the groundwork for a theoretical formulation in which culture shapes, and is in turn shaped by, the emergence and persistence of symptoms. Such a formulation implies a stronger claim than the more familiar (and accepted) argument for the culturally determined nature of meaning in illness. The proposition being put forward here is that culture as shared interpersonal experience in local moral worlds is mediated and transformed through psychobiological processes into actual physiological changes that may or may not be observable using standard clinical or laboratory techniques.
A variety of empirically demonstrable relations-the tendency to ascribe bodily suffering to social sources, the symbolic linking of symptoms to life contexts, the alleviation of disability with improvement in interpersonal circumstancespoint to the sociosomatic nature of sickness, the waxing and waning of distress in response to events in family, work, and other interpersonal domains. Conversely, evidence of the transformations sickness brought about in the lives of neurasthenic and CFS patients shows that suffering also defines a sequence of social events in local worlds. Illness, then, is shaped by and also shapes interpersonal experience over its social course.
Inherent in this exposition is a set of challenges for psychosomatic medicine.
One is to elaborate through existing knowledge and original empirical research the psychological and biological processes through which social experiences are translated into subjectively real, though often "objectively" unobservable, bodily sensation. As anthropologists, we construct the social course of illness as a dialetic between body and society, and locate it in those local worlds of interpersonal experience and social processes that have come to be called, "culture." At the same time, we posit, but cannot delineate, symbolic meanings as mediating mechanisms at the levels of cognition and emotion, central neurobiology and peripheral physiology, which realize events in the world as somatic distress. One such mechanism might be somatic absorption, an attentional process in which the tendency to selectively focus on and become "wrapped up in" physical sensations is translated through changes in neurotransmitter activity and autonomic functioning into amplification of subjectively experienced discomfort. To identify these mechanisms and trace their interconnections would seem a most appropriate and useful task for psychosomatic medicine to undertake. That is to say, psychosomatic research could operationalize and test hypotheses about the symbolic bridge between social relations and psychophysiological processes-hypotheses generated through ethnography. 8 A second challenge to those interested in the relation of body and mind is to reach beyond the psychosomatic to the sociosomatic. To assert that the course of illness is social as well as biological is to make the broader claim that psychosomatic processes should always be studied in relation to social context. Laboratory studies that fail to acknowledge real world settings leave out crucial determining factors. Heuristic solutions, such as operationalizing the social world as an aspect of memory in experimental research are, however, not enough. Innovative ways of bringing the social world to the laboratory, and the laboratory to the social world, must be developed.
A "sociopsychosomatic" conceptualization of illness in which the impact of social context is acknowledged enhances both research and clinical work. Researchers who investigate events in local worlds as factors contributing to symptom onset and chronicity will produce more complete and thus more powerful explanatory accounts. Similarly, awareness of the relevance of social factors enables, and hopefully predisposes, clinicians to 8 An example of empirical research in this area may be found in the work of William Dressier, a medical anthropologist studying stress among African-Americans living in the south. Dressier has tested and confirmed in field studies the hypothesis that arterial blood pressure is influenced by social support and that the effect is mediated by cultural factors which determine the meaning of such support (43, 44) .
elicit information on such factors and to address them explicitly in treatment. An approach that allows social knowledge to be taken into account in the design and implementation of interventions can only improve their effectiveness.
The contribution of culture to somatic experience is reflected in the notion of the social course of illness. If, following current thinking in anthropology, we take culture to mean patterned worlds of interpersonal experience that are both shared and contested, and if, following the argument outlined here, we accept that those worlds both structure and are structured by the presence of felt bodily distress, then we have begun the task of connecting mind, body, and society in a way that is both conceptually meaningful and empirically useful.
Completing the task requires the delineation of psychobiological complements of this process, and the development of creative strategies for integrating biomedical, behavioral, and social science methodologies. It is a task that invites, and even requires, the combined efforts of researchers in social science and biomedical disciplines. How to build and develop such collaborations will be among the most daunting, and invigorating, challenges that face us in the years ahead.
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